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PRE-PROCEDURE PATIENT EVALUATION 

FOR LASER REFRACTIVE PROCEDURES 

Recommended Surgery:   PRK       LASIK     PTK                           BILATERAL     OD FIRST     OS  FIRST    

Recommended Platform:        CUSTOM              STANDARD          INTRALASE             LTC             NO LTC 

Aim:   Distance OU       Near OD     Near OS             Mono Target_______________ 

Discussed:         Benefits & Risks       Presbyopia/Mono     Enhancements 

Comments: _______________________________________________________________________________________ 

_______________________________________________________Signature:__________________________________ 

SEI Review:_____________________________________Date: 
________________________

DOCTOR NAME: _________________________________CONTACT PERSON: _____________________ 

PHONE #: ________________________________ ADDRESS: ___________________________________ 

FAX#: ___________________________________ ______________________________________________ 

LAST NAME: ____________________________ FIRST: _____________________ MI: ____  M    F 

PHONE # HOME: _________________________ ADDRESS: ___________________________________ 

PHONE # WORK: _________________________ ______________________________________________ 

DOB ____________________ AGE ___________ SS# __________________________________________ 
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TRADITIONAL PRICE QUOTED:$_________/EYE          CUSTOM PRICE QUOTED:$_________/EYE 

PRE/POST-OP COLLECTED?  YES  NO ;   IF YES, AMOUNT COLLECTED: $__________________ 

POST-OP AMOUNT: $__________/eye;  INTRALASE DESIRED  YES  NO 

LASIK INSURANCE: __________________________(fax copy)

SURGERY DATE: _____________ TIME: __________   ONE-DAY POST-OP TIME: ________________
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CURRENT RX:  OD _________________________20/  OS _______________________________20/ 

CYCLO:              OD _________________________20/  OS _______________________________20/ 

DRY:                   OD _________________________20/  OS _______________________________20/ 

CYCLO DATE: _________ DRY DATE: ___________  Pupil size dim____;illum____ Dom eye: OD / OS 

*Contact lens use:  DW SCL   XW SCL    Toric SCL    RGP     Contacts Removed Date: ___________ 

Stable for 12 months (<0.50D)   Yes    No                   Pachymetry OD __________ OS___________ 

UCVA OD________OS________                           K’s OD: _______/_______@______ OS: _______/_______@______ 

OCULAR MEDICAL HISTORY:_________________OCULAR SURGICAL HISTORY: _______________________ 

Medication Flags(please call if used within 6-months): Accutane, Amiodarone, Cordarone, Imitrex, Methotrexate, Prednisone, Topamax 

CL Removal Guidelines Prior to Surgery: Soft Daily Wear 2 weeks, Soft Toric or Extended Wear 1 month, RGP minimum 1 month per decade of wear. 
Must confirm stability with refraction and topography.  
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ANTERIOR SEGMENT: Lids/Conj Cornea Lens IOP 

OD clear/blepharitis clear/opacities/neovasc/dystrophy clear/opacities ______mmHg 

OS clear/blepharitis clear/opacities/neovasc/dystrophy clear/opacities ______mmHg 

POSTERIOR SEGMENT: C/D Myopic Degeneration Peripheral Retina 

Dilated OD 0. none 1  2  3  4  severe normal/ lattice/ pavingstone/ RD/ holes 

OS 0. none 1  2  3  4  severe normal/ lattice/ pavingstone/ RD/ holes 

E

X

A

M 

S

U

M

M

A

R

Y


	CONTACT PERSON: 
	PHONE: 
	FAX: 
	ADDRESS 1: 
	ADDRESS 2: 
	MI: 
	PHONE  WORK 1: 
	PHONE  WORK 2: 
	DOB: 
	undefined: Off
	ADDRESS 1_2: 
	ADDRESS 2_2: 
	AGE: 
	SS: 
	CUSTOM PRICE QUOTED: 
	ONEDAY POSTOP TIME: 
	OD: 
	OD_2: 
	OS: 
	20: 
	OS_2: 
	OS_3: 
	CYCLO DATE: 
	DRY DATE: 
	Pupil size dim: 
	illum: 
	Contacts Removed Date: 
	Ks OD: 
	Pachymetry OD: 
	OS_4: 
	UCVA OD: 
	OS_5: 
	undefined_2: 
	undefined_3: 
	OS_6: 
	undefined_4: 
	undefined_5: 
	OCULAR MEDICAL HISTORY: 
	OCULAR SURGICAL HISTORY: 
	mmHg: 
	mmHg_2: 
	fill_41: 
	Comments 1: 
	Comments 2: 
	SEI Review: 
	Date: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Check Box5: Off
	Check Box6: Off
	Text7: 
	Text8: 
	Check Box9: Off
	Check Box10: Off
	Text11: 
	Text12: 
	Text13: 
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Text21: 
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Group168: Off
	Group169: Choice6
	Group170: Choice2
	Group171: Off
	Group172: Choice6
	Group173: Choice1


